Is screening for bacteriuria in pregnancy worth while? SIR,-The recent report on screening for asymptomatic bacteriuria in pregnancy by Dr M CampbellBrown and colleagues (20 June, p 1579) is of particular interest to us, as, after 20 years, screening was stopped in this centre in 1986. We had assumed that a quarter of patients with asymptomatic bacteriuria, defined as more than I05 organisms per ml in a single midstream specimen of urine, would progress to a symptomatic urinary tract infection, defined as clinical evidence of pyelonephritis requiring admission to hospital and confirmed bacteriologically.t2 Since 1965 every patient had been screened at her first visit, and the interest in the subject was revived from 1980 onwards. All patients were treated on the basis of sensitivity, and 98% of the patients were sensitive to either sulphamethizole or nitrofurantoin (our first choice drugs in view of sensitivity and cost). Almost 80% of patients had a repeat midstream urine sample tested after treatment, and almost 80% were sterile; further treatment was given for "failed treatment."
Over six years the dose and duration oftreatment were reduced progressively from a maximum of sulphamethizole 600 mg or nitrofurantoin 300 mg daily in three divided doses for 14 days in 1981 to sulphamethizole 300 mg and nitrofurantoin 150 mg for three days in divided doses. The incidence offailedprophylaxis-thatis, patientswithpositive results on screening who subsequently develop a symptomatic infection-did not change.
The next logical step was a trial of treatment versus non-treatment. In 1985, 6883 patients were screened, yielding 220 positive specimens (3-2%). On the toss of a coin 100 patients were treated and 120 patients were not; the follow up rate was 81%. At follow up 73% ofthe treated patients and 48% of the hon-treated patients were found to have sterile urine. In the treatment group further treatment, including if necessary maintenance treatment, was given to render the urine sterile. Three patients in each group were admitted with pyelonephritis. To cover the possibility that patients were being treated at home by their general practitioners, each patient was interviewed after delivery. Four in the treatment group and five in the non-treatment group had been treated at home for an unspecified urinary tract infection. Other findings were similar to those of Dr Campbell-Brown and coworkers, asymptomatic bacteriuria being commoner in patients with a history of urinary tract infection and in the lower social groups, particularly among unmarried mothers. Symptomatic urinary infection was more likely (2-3%) in patients with asymptomatic urinary tract infection than in patients with sterile urine (0-5%), figures identical with those of Dr Campbell-Brown and colleagues, but the belief that up to a quarter of untreated asymptomaticpatientswould develop symptomatic urinary tract infections is completely unfounded. Regrettably, this cheap and simple test, which met many of the criteria of the ideal screening test, was based on an initial false premise, or the natural history of the disease has altered dramatically. The motor function of the oesophagus is controlled by the oesophageal motility centre, which comprises the dorsal motor nuclei of the vagus nerves and adjacent reticular activating centre. 1 The fact that non-propulsive contractions of the oesophagus may be produced by acoustic stimulation or psychological stress suggests that this centre is in turn connected to, at least, auditory pathways and higher centres, afferent and efferent vagal fibres connecting the brain stem to the oesophagus. Though rather specific motor responses may be induced in the isolated opossum oesophagus, all the evidence suggests that in both animals and humans normal oesophageal motor function necessitates an intact brain stem and vagal connections.24
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After bilateral vagotomy animals experience an initial period of complete oesophageal paralysis; intrinsic reflexes may evolve, perhaps within 12 hours, to allow some local reflex activity.47 Thus after acute and complete brain stem death no spontaneous loweroesophageal contractions would be expected but a variable amount of pwrovoked secondary peristaltic activity would appear. The observations of Drs M E Sinclair and P M Suter (11 April, p 935) and those of Drs Aitkenhead and Thomas with regard to one of their cases are entirely consistent with this interpretation of the known physiology. Drs Aitkenhead and Thomas, however, seem to be averse to this interpretation. The brain stem is not a small, compact neurological entity but an extensive section of the brain. 
